When the foreign body is in the anterior part of the globe the bone-free method recently suggested is very accurate and more efficient if the fragment be minute.
The question arises in the case of the non-magnetic foreign body as to whether more damage will be done by an attempt at removal or by leaving it alone. Such substances as are non-irritating may under some circumstances be left-glass, for instance. Other chemically inert substances are very rarely found in the eye.
The action of chemically irritating, non-magnetic material, e.g., copper, eventually leads to loss of the globe, and under these conditions even heroic efforts must be made to remove it. Fortunately, the greatest number of foreign bodies met with are radio-opaque and magnetic, and the magnetic force is available as a help in their extraction.
There is anotlher condition not infrequently found, in which there is only a minute opening, sometimes not even discoverable, in the cornea-scleral junction or in the sclera, with a clear lens and a foreign body in the vitreous. There are two schools of practice, and opinions are invited as to the relative value of the posterior and the anterior routes.
The great advantage of avoiding the risk of damaging the lens capsule and so of bringing about a cataract is in favour of the posterior route. Its drawbacks are the greater risk of septic infection, the entanglement of retina and choroid in the opening and the later possibility of detachment of the retina. I must say that so far I have usually chosen the anterior route.
Mr. G. H, POOLEY.
I have come to the conclusion that we are justified in treating penetrating wounds of the eye by conservative methods and in trying to adopt a modified modern surgical technique to the eye. I do not regard accidental penetrating wounds of the eye as extremnely dangerous, even mild forms of sepsis may be successfully dealt with; a quiet, blind eye is better for the owner than an artificial one. It is surprising how seldom these accidental wounds, when caused by glass or steel, become septic; wounds inflicted by thorns or stones from the roads are more frequently infected, as is only to be expected.
Penetrating wounds of the eye may be classified as follow-s:-(1) Penetrating wounds of the cornea or sclera or both: (a) witlhout prolapse of iris or other tissue and without the retention of a foreign body or injury to the lens; (b) with prolapse of iris or other tissue, without the retention of a foreign body or injury to the lens; (c) with or without prolapse of iris or other tissue, or injury to the lens, but with the retention of a foreign body within the eye; (d) the above, with injury to the lens.
(a) Wounds ini the sclera can be successfully closed by sutures of the finest thirtyday catgut. They should be inserted in the same way as Lembert sutures are inserted in the intestine, i.e., they should pick up the outer layers of the selera about 1 to 2 mm. from the wound on each side and be tied so as to invaginate the cut edges of the sclera and hold them in apposition, but not too tightly. The conjunctiva should be sutured over with catgut so as to bury the sutures.
A gaping corneal wound can be kept in place by indirect suture, i.e., a needle is made to pick up the conjunctiva and a few strands of selera and then carried across the cornea at right angles to the wound, and the conjunctiva and sclera picked up on the other side of the cornea.
In the case of dirty, contused wounds which fail to fit together accurately, a very cautious and judicious paring of the edges, with the removal of any badly damaged or dirty tissue, is justifiable so long as the operator is careful to leave edges that can be brought into accurate approximation without undue tension. It is perfectly possible to remove a diamond-shaped piece of sclera and to bring the edges together successfully and so to save an eye.
(b) Prolapse of the Iis.-The prolapsed portion of the iris should be picked up, gently pulled a little further out of the wound and cut off. Prolapsed portions of the ciliary body, clhoroid or retina, should also be cut away, also prolapsed beads of vitreous; these latter only after the sutures have been tied.
(c) Foreiqn Bodies.-These should be removed by the nearest and easiest route, either by the original wound or by a fresh incision at the nearest convenient spot to the foreign body in cornea or sclera, and the wound dealt with as already stated. If the foreign body is aseptic it can be retained for a long time without causing any trouble, e.g., particles of coal embedded in the lens, bits of steel or glass in the vitreous, &-c.; if septic they will leave a septic track behind even if removed quite soon. While there is no need to hurry for a few days, so that foreign bodies can be localized properly, they should be removed as soon as this can be conveniently done, although I have successfully removed pieces of glass which had been retained for several years, and steel which had been retained for more than twenty years. This little-understood disease varies very much in the severity of its onset. The most severe type manifests itself as an intense uveitis with exuberant plastic exudate on the iris. In my experience sympathetic ophthalmia has never followed a penetrating wound of the sclera, even when a foreign body was retained in the vitreous. I have seen panophthalmitis, I have seen shrinking, but not sympathetic ophthalmia. I have made a great many penetrating wounds in the sclera in order to remove intra-ocular foreign bodies. In practically every case of sympathetic ophthalmia which I have seen there has been an injury to the iris, either a neglected prolapse of the iris-the commonest cause in my own experience-or some bruising of the iris. Sympathetic ophthalmia has followed two operations for extraction of the lens, in one of which the eye operated upon has only a few spots of keratitis punctata, and yet normal sight with glasses has been obtained and retained. In the other case the patient was very restless and mental symptoms followed; he obtained -11vision with a glass as a result. I had to excise the sympathizing eye. Another case of sympathetic ophthalmia occurred after washing out a lens in a very restless patient; a good deal of iris pigment had found its way under the conjunctival flap. I had to excise the operated eye, but the sympathizing eye recovered, I removed the lamellar cataract from that eye successfully and he can see well with it. Penetrating wounds of the ciliary body are less serious than those of the iris and are of no special importance. On the whole my opinion may be crystallized as follows :- No matter how severe the injury never remove the injured eye during the first fortnight; you will be surprised to find how many hopeless-looking eyes recover. In the third week, decide the fate of the injured eye, taking the following factors into consideration (1) The visual acuity of the uninjured eye with a glass, of course, if needed;
(2) the amount of visual acuity the injured eye is likely to gain; (3) the general value of each eye to the patient for his vocation in life; (4) the presence or absence of keratitis punctata in the injured eye; (5) the tension of the injured eye.
TECHNIQUE OF SCLERAL SUTURE.
(1) Instruments. Those I use are (a) a pair of straight iris forceps or the slightly stronger ones I use for operating on glaucoma; (b) a sharp Graefe or glaucoma knife for paring the edges of the wounds; (c) short, sharp, straight scissors; (d) slightly curved needles, the belly of which is larger than the eye, so that the suture can follow quietly through the hole the needle makes without aijy tugging or cutting out;
(e) a pair of needle-holders without any spring catch; (f) fine, 30 catgut.
(2) Asepsis.-Paint the skin of the eyelids right up to, and including, the evelashes with methyl violet and brilliant green paint. Cover the patient's face with a sterile cloth with a window in it. Douche the conjunctiva with 1 in 1,000 acriflavine solution in normal saline-this can also be used for washing out lens matter or septic products. The sutures must not be touched by the hand unless gloved, but can be tied with forceps.
Mr. CHARLES GOULDEN said he only wished to remind Members of the Section of some remarks he made some years ago on the treatment of certain difficult cases of prolapse of the iris, and the treatment of non-magnetic foreign bodies present in the anterior chamber.
The so-called Chalmers-Watson method was to make a small incision opposite the perforation, 3 mm. in width, and large enough to admit a repositor. Then one could deal with the prolapsed iris. If any portion of the iris remained entangled in the wound, one could pass the repositor through the incision and disengage it. He saw Mr. Whiting operate on a good many of these cases some years ago, and that gentleman had a method of trying to get round the under-lip of the valve-shaped wound by using the sharp teeth of an iris forceps as a fishing-hook, so as to catch the piece of iris and pull it through the wound. There were many difficult cases, and that procedure worked satisfactorily in some cases, though he thought the other method was the easier.
With regard to the treatment of large perforating wounds, especially wounds which perforated the sclera, he differed from Mr. Pooley as to the insertion of scleral sutures, as he (Mr. Goulden) thought that was unnecessary, and, from the point of view of loss of vitreous, dangerous. On the other hand he did not see much advantage in it.
The slide he would now show represented a composite wound, which had involved the cornea, the limbus, and the sclera. The conjunctiva was elastic, and therefore it might be pushed aside by some perforating instrument, and then retract over the wound; hence the wound in the sclera might be larger than that in the conjunctiva.
He made an incision in the direction of the wound, and he used two small Spencer Wells forceps, which retracted the wound by their own weight; the prolapse of the uvea was dealt with in the usual way, and suturing done through the conjunctiva only, putting in mattress sutures, which he considered preferable to scleral sutures.
In injuries with large, gaping wounds the healing would be difficult, if not impossible. The method of dealing with them was to make an incision round the conjunctiva, then draw the conjunctiva over the wound, and so close the wound.
With regard to the presence of magnetic foreign bodies in the anterior chamber, the illustration shows one important point in regard to their removal by the handmagnet when the body rested on the iris. The usual practice had been to make an incision at the corneo-scleral margin in the immediate neighbourhood of the foreign body. The slide exhibited shows why that so frequently failed and was associated with entanglement of iris. The incision made with the keratome was never in the plane of the iris, but anterior to that plane. After such an incision was made, and the point of the magnet inserted, the foreign body was frequently found where it could not be reached by the magnet, and even if it was reached, it was wiped off by the posterior edge of the corneal wound. Hence the incision should be made immediately opposite, and the body withdrawn by applying the magnet over the outer surface of the cornea.
